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Abstract 
This study examined the relationship between general dissociation experiences (DES) and dissociation absorption 
experiences (DESAB) to secondary traumatic stress (STS), burnout (BO), and compassion satisfaction (CS). Mobile 
crisis workers in Maine (N = 30) anonymously completed the Dissociative Experiences Scale II and the Professional 
Quality of Life Scale; biographical data was masked. Results indicated high resiliency in this sample as 80% of scores 
reflected CS, while 24% of scores reflected STS and 7% reflected BO. Analysis produced moderate, statistically 
significant correlations between STS and DES (r = .31); STS and DESAB (r = .32); BO and DES (r = .44); and BO and 
DESAB (r = .43).  CS and DES/DESAB did not yield a significant correlation. This suggests a previously unreported 
relationship between dissociation vulnerability and the experience of STS and BO. Findings warrant further study of 
STS as a manifestation of a primary trauma disorder and not a distinct category.  Results can inform mental health 
provider training and burnout prevention efforts. 
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1. Introduction 
Professions at risk of secondary traumatic stress include individuals working in emergency services, law enforcement, 
healthcare, and mental health (Versola-Russo, 2005). Secondary traumatic stress hypothesizes that secondary exposure 
to the primary trauma experiences of others will produce in the helper symptoms similar to the individuals they assist. 
Given the scope of helping professions that have routine, caring exposure to another’s trauma experience, the need to 
understand secondary traumatic stress is evident. However, an important gap remains in the literature in that the study 
of secondary traumatic stress has not addressed similarities or differences between secondary traumatic stress and 
trauma disorders, chiefly post-traumatic stress disorder (PTSD), in order to differentiate them. It is likely that secondary 
traumatic stress is really PTSD experienced by workers whose exposure to the traumatic events of others triggers the 
worker's own reexperiencing of his or her past trauma. Findings from the secondary traumatic stress literature, 
prevalence issues, and the concept of disorder suggest that secondary traumatic stress is a manifestation of an 
underlying, primary PTSD. The present study hypothesizes that secondary traumatic stress shares the key symptom of 
dissociation with PTSD and that dissociation likely plays a role in burnout.  
1.1 Secondary Traumatic Stress 
Secondary traumatic stress is often synonymous with concepts of vicarious trauma and compassion fatigue. These 
concepts share similar basic constructs with differences based on source of distress and their focus on different aspects 
of the distressing agent. Compassion fatigue and secondary traumatic stress refer to the manifestation of PTSD 
symptoms from exposure to someone else’s trauma experience (e.g., verbal reports during assessment, therapy); 
compassion fatigue is the destigmatized term of secondary traumatic stress (Jenkins & Baird, 2002). Vicarious trauma 
differs from secondary traumatic stress and compassion fatigue in that vicarious trauma focuses on cognitive shifts 
instead of symptoms per se, is more similar to burnout then traumatic stress, targets persons who work with childhood 
sexual abuse, and is the product of accumulative exposure, whereas secondary traumatic stress and compassion fatigue 
can theoretically occur in response to hearing a single client’s story (Jenkins & Baird, 2002; Kadambi & Ennis, 2004). 
Secondary traumatic stress, compassion fatigue, and vicarious trauma therefore are similar in that each describes the 
reaction of helpers to the trauma of their clients with secondary traumatic stress and compassion fatigue targeting 
trauma symptoms and vicarious trauma targeting the cognitive impact on the helper. 
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In a critical review of primarily the vicarious trauma literature (which overlaps with the secondary traumatic stress 
literature), Kadambi and Ennis (2004) question the empirical support for types of secondary traumatic stress in mental 
health workers and submit that the prevalence of secondary traumatic stress is overstated. Past secondary traumatic 
stress research has shown that unresolved, past trauma histories in helpers correlate with secondary traumatic stress. 
Kadambi and Ennis suggest that existing prevalence of secondary traumatic stress may have to do with findings that 
therapists working with trauma clients have high rates of past personal abuse histories and client trauma stories may act 
as triggers for the worker’s own trauma disorder. Indeed, Pope and Feldman-Summers’s (1992) survey of 153 female 
and 137 male clinical and counseling psychologists revealed that 69.93% of the women and 32.85% of the men reported 
past histories of either physical or sexual abuse. 
In a review of the quality of evidence in 16 vicarious trauma and secondary traumatic stress research articles from 
1994-2003, Baird and Kracen (2006) found a variety of findings that are at times contradictory, but also show some 
differences between vicarious trauma and secondary traumatic stress. Baird and Kracen report persuasive evidence of a 
link between a personal trauma history and vicarious trauma, but that there is both reasonable evidence for and against a 
link between personal trauma history and secondary traumatic stress; the amount of exposure to another's trauma 
material is more indicative of secondary traumatic stress then of vicarious trauma; and perceived coping provides more 
protection from vicarious trauma then secondary traumatic stress. The results certainly indicate that vicarious trauma 
and secondary traumatic stress require more research, but within the findings is an indication that the trauma material of 
others interacts with a helper's past trauma and impaired coping to result in vicarious trauma or secondary traumatic 
stress.  
1.2 Burnout 
Burnout is a well-developed construct that involves a defense response to occupational stress where there is demanding, 
psychologically taxing interactions with others in the context of poor social support for coping (Jenkins & Baird, 2002). 
Burnout is characterized by emotional exhaustion, disconnection from clients, and poor sense of work accomplishment 
that is a result of the worker's inability to meet work task demands (Kadambi & Ennis, 2004). Jenkins and Baird (2002) 
reported that the Compassion Fatigue Self-Test (which is loaded significantly with trauma symptoms and experiences) 
had a weak association with the Maslach Burnout Inventory, suggesting that secondary traumatic stress is a different 
construct than burnout. Vicarious trauma and burnout may have more in common than vicarious trauma has with 
secondary traumatic stress as studies have found higher correlations between measures of vicarious trauma and 
measures of burnout than between measures of vicarious trauma and measures of traumatic stress (Kadambi & Ennis, 
2004). 
Although burnout theoretically affects mainly an individual's work experience, vicarious trauma and secondary 
traumatic stress have a wider negative impact on a worker's important areas of functioning (Kadambi & Ennis, 2004). 
This argues in favor of secondary traumatic stress and vicarious trauma being a manifestation of PTSD as secondary 
traumatic stress and vicarious trauma includes symptoms such as disturbing sensory memories, avoidance, intrusive 
imagery, physiological arousal, functional impairment, lower affect tolerance, and disturbances in beliefs systems 
(Bride, Jones, & MacMaster, 2007; Kadambi & Ennis, 2004). These symptoms can represent the process of normal 
adaptation to an extreme stressor, maladaptation to a stressor, or if chronic, the emergence of pathology (McFarlane & 
Yehuda, 2000). Additionally, secondary traumatic stress experiences by mental health workers results in impairment at 
work raising ethical questions of competent practice if not treated (Trippany, 2000; Trippany White Kress, & Wilcoxon, 
2004). Impairments can also occur in the worker’s private life to include disruption of personal relationships, somatic 
symptoms, and substance abuse (Miller, 1998). A cluster of symptoms or psychological phenomena is representative of 
a disorder if it meets the clinically significant standard of causing considerable distress or impairment in important areas 
of functioning such as occupation or social (Spitzer & Wakefield, 1999). Clearly, the effect reported in the literature of 
secondary traumatic stress and vicarious trauma on worker well-being meets the standard of a clinical disorder much the 
same way PTSD does. 
1.3 Dissociation 
Instead of dissociation as a secondary feature of trauma disorders, van der Hart, Nijenhuis, and Steel (2005) 
conceptualized dissociation as a central feature of traumatic stress. More specifically, Siegel (1995) hypothesized that 
trauma disorders involve a dissociation between intact implicit memory and deficient explicit memory leading to 
avoidance behaviors, hyperarousal, startle response, somatic symptoms, fictional narratives, reenactment, and sudden 
shifts in behaviors. Grigsby and Stevens (2002) also outlined a number of discrepancies in cognition and behavior due 
to dissociations in implicit and explicit memory. Research indicates that persons who experience peritraumatic 
dissociation are statistically more likely to develop trauma symptomatology and long-term psychopathology (Bremner 
& Brett, 1997; Brewin, Andrews,& Valentine, 2000; Griffin, Resick, & Mechanic, 1997; Ursano et al., 1999). Although 
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research by Morgan et al. (2001) suggests that some dissociation under stress is normal and other factors are likely 
present in individuals who go on to develop trauma disorders. 
Other individual traits may predispose persons to dissociation. In researching out-of-body experiences, Gow, Lang, and 
Chant (2004) found the traits of fantasy proneness and absorption (i.e., hypotonic susceptibility) are highly correlated 
with non-pathological dissociation, as well as with pathological somatoform dissociation. Absorption in regards to 
dissociation involves a narrowing of attentional focus that may result in encoding deficits (Halligan, Michael, Clark, & 
Ehlers, 2003). van der Hart et al. (2005) postulated that trauma related dissociation differs from alterations in 
consciousness (e.g., absorption, hypnotizability). However, Bryant, Guthrie, & Moulds (2001) found that individuals 
high in hypnotizability (i.e., a stable construct associated with the trait of absorption) display higher levels of 
dissociation in reaction to trauma. 
1.4 Hypotheses 
Previous research indicates that psychobiological components act as a diathesis for trauma symptoms, including the 
commonly shared symptoms of dissociation and absorption tendencies, which appear across a spectrum of trauma 
disorders to include PTSD and secondary traumatic stress (Bremner, 2002; Butler, Duran, Jasiukaitis, Koopman, & 
Spiegel, 1996; McFarlane & Yehuda, 2000; McKeever & Huff, 2003; McNally, Bryant, & Ehlers, 2003; van der Kolk, 
2001). Past research in secondary traumatic stress and vicarious trauma has already shown the prominent role a mental 
health worker’s past abuse history plays in developing secondary traumatic stress or vicarious trauma. Only a few 
studies have focused on individual traits such as level of empathy (Abendroth & Flannery, 2006) and absorption 
tendencies (Wertz, 2000) in secondary traumatic stress, but none has looked at the role of these traits in burnout. I 
hypothesize that general dissociation and absorption will positively correlate with secondary traumatic stress and 
burnout, but not with compassion satisfaction. Although a measure specifically targeting vicarious trauma was not used 
in this study, it can be assumed that given vicarious trauma's close relationship with burnout, and to some extent 
secondary traumatic stress, vicarious trauma could be implicated in the results. Since the literature supports the 
assertion that trauma disorders are the exception and resiliency is the rule (Astur et al., 2006; Foa & Riggs, 1995; King, 
King, Fairbank, Keane, & Adams, 1998; McFarlane & Yehuda, 2000; McKeever & Huff, 2003; McNally et al., 2003; 
Morgan et al., 2001), I hypothesize that more participants will report compassion satisfaction then secondary traumatic 
stress or burnout.  
2. Method 
2.1 Participants 
Five of the 11 Maine mental health agencies with contracts to provide crisis services to assigned catchment areas agreed 
to participate. Mobile crisis workers (MCW) are generally unlicensed, supervised mental health workers who hear 
multiple stories of past and current trauma experiences and may witness suicides in progress, the bodies of completed 
suicides, self-mutilation in progress, or injuries sustained from assaults. Inclusion criteria included MCWs who work 
part-time (20 or greater hours a week) or full time (40 or greater hours a week). Exclusion criteria included per diem 
crisis workers who worked fewer than 20 hours a week. The researcher did not gather biographical and demographic 
information to ensure anonymity. There is empirical support that anonymity (versus confidentiality) increases 
self-report response rates especially for negative or occupationally sensitive behaviors such as burnout, secondary 
traumatic stress, and dissociation measured in this study (Levine, Breitkopf, Sierles, & Camp, 2003; Ong & Weiss, 
2000). 
2.2 Measures 
General dissociation experiences (DES) and dissociation absorption experiences (DESAB) were assessed by the 
Dissociative Experiences Scale II (DES II; Carlson & Putnam, 1993). The DES II measures depersonalization, 
absorption, and memory deficits on a continuum and not the presence of a dissociative state; it is not a diagnostic tool 
for dissociative disorders (Carlson & Putnam, 1993; Coe, Dalenberg, Aransky, & Reto, 1995). Test-retest reliability 
is .85 and internal consistency reliability is .93 (Waller, 1995). The DES II demonstrated good construct validity 
(Carlson & Putnam, 1993), good discrimination validity, and good convergent validity (Frischholz et al., 1991). 
Secondary traumatic stress (STS), burnout (BO), and compassion satisfaction (CS) were assessed by the Professional 
Quality of Life Scale R-IV (ProQOL), which is the third version of the revised Compassion Fatigue Self Test originally 
published by Charles Figley (Stamm, 2005). The ProQOL contains three 10-item scales that produce scores for STS, 
BO, and CS; there is no total score (Stamm, 2005). Stamm (2005) reports alpha reliability for the three scales to be CS 
alpha = .87, BO alpha = .72, and STS alpha = .80. The ProQOL demonstrated good construct validity, convergent 
validity, and discrimination validity (Stamm, 2005). 
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2.3 Procedures 
The Walden University Institutional Review Board approved this study. The researcher sent a large postal envelope to 
the directors of the five agencies containing individual packets for MCWs. The directors of the crisis units distributed 
the packets to MCWs who met inclusion criteria. The individual packets contained an informed consent form, DES II, 
ProQOL, and a self-addressed, stamped envelope to allow participants to return items to researcher without further 
contact with crisis director. Upon receipt, the researcher assigned a unique, numerical identifier written on the return 
envelope, consent form, DES II, and ProQOL. Return rate was 45.8%. This study analyzed scores from 30 packets, 
which met power analysis requirements of 28 needed to maintain power at 80% for a predicted large effect size (r = .5) 
at alpha .05 of a one-tailed test (Cohen, 1992; Lenth, 2006). The researcher analyzed the data obtained for this study 
using SPSS Graduate Pack 13.0 for Windows (SPSS, 2004) software. 
3. Results 
3.1 Descriptive Summary  
Descriptive statistics supported the resiliency prediction of this study. Stamm (2005) set the normal range CS for 
scoring purposes at 33-42 with the average score 37 (SD 7). In this study, the mean CS score was 37 (SD 5.9); 63% of 
scores were within this range (see Table 1). Combined with scores greater than 42 (high satisfaction), 80% of scores 
reflect average to above average CS. Stamm set the normal range STS for scoring purposes at 8-17 with the average 
score 13 (SD 6). In this study, the mean STS score was 12.7 (SD 6); 50% of scores were within this range (see Table 1). 
Combined with scores less than 8 (low stress), 76% of scores reflect average to below average STS. Stamm set the 
normal range of BO for scoring purposes at 18-27 with the average score 22 (SD 6). In this study, the mean BO score 
was 20.12 (SD 5.29); 67% of scores were within this range (see Table 1). Combined with scores less than 18 (low 
burnout), 93% of scores reflect average to below average BO. 
Ross, Joshi, and Currie (1990) report a mean total score of 10.8 (SD 10.2) on the DES II in a general population study. 
According to Carlson and Putnam (1993), total scores of 20 on the DES II require further investigation and scores 
above 30 indicate severe symptoms. The mean DES II score in this study was 10.11 (SD 6.17; see Table 1). Only 6% of 
scores in this study were above 20 and no scores were above 30. Ross, Ellason, & Anderson (1995) report the mean 
score of the DESAB subscale is 17.46 (SD 5.25) in the general population and a mean score of 53.82 (SD 5.61) in 
persons diagnosed with dissociative identity disorder. The mean score in this study was 17.33 (SD 9.77; see Table 1), 
reflecting scores found in the general population. Only 26% of scores were above one standard deviation of the mean 
(i.e., above 22.71) set by Ross et al. (1990) for scores in the general population. No scores were within one standard 
deviation of the mean for scores by persons diagnosed with dissociative identity disorder (Ross et al., 1995). 
3.2 Correlational Analyses 
As predicted, CS did not correlate significantly with DES (r = .12) or DESAB (r = .07; see Table 1). The results support 
prediction in that as a MCW’s STS score increased so did the total level of reported dissociative experiences. A Pearson 
correlation addressed the relationship between level of STS and level of total DES (see Table 1). The correlation was 
found to be statistically significant at an alpha level of .05, r(28) = .306, p < .05 and represents a moderate effect. The 
95% confidence interval for the correlation coefficient was -.06 to .6. 
Also, as predicted, as a MCW’s STS score increased so did the total level of reported dissociative absorption 
experiences. A Pearson correlation addressed the relationship between level of STS and level of DESAB (see Table 1). 
The correlation was found to be statistically significant at an alpha level of .05, r(28) = .323, p < .05 and represents a 
moderate effect. The 95% confidence interval for the correlation coefficient was -.042 to .612. 
Analysis of the BO data supported predictions as well. As a MCW’s BO score increased so did the total level of 
reported dissociative experiences. A Pearson correlation addressed the relationship between level of BO and level of 
total DES (see Table 1). The correlation was found to be statistically significant at an alpha level of .05, r(28) = .439, p 
< .05 and represents a moderate effect. The 95% confidence interval for the correlation coefficient was .094 to .69. 
Also, as predicted, as a MCW’s BO score increased so did the total level of reported dissociative absorption experiences. 
A Pearson correlation addressed the relationship between level of BO and level of DESAB (see Table 1). The 
correlation was found to be statistically significant at an alpha level of .05, r(28) = .434, p < .05 and represents a 
moderate effect. The 95% confidence interval for the correlation coefficient was .088 to .686. 
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Table 1 Relationships Between Dissociative Experiences Scale II scores and Professional Quality of Life Scale R-IV 
scores (N = 30) 
Scale 1 2 3 4 5 
1. DES -     
2. DESAB a -    
3. STS .306* .323* -   
4. BO .439* .434* b -  
5. CS .120 .066 b b - 
M 10.11 17.33
 
12.70
 
20.12 37.06 
SD 6.17 9.77
 
6.02
 
5.29 5.91 
Range .46 - 26.79 1.00 - 37.50
 
4.00 - 28.00
 
7 - 30 21.00 - 47.00 
Note: DES = DES II total score; DESAB = DES II Absorption-Imaginative Involvement subscale; STS = ProQOL 
Compassion fatigue/Secondary Trauma scale; BO = ProQOL Burnout scale; CS = ProQOL Compassion Satisfaction 
scale.  
a
Scales within DES II not compared to each other. 
b
Scales within ProQOL not compared to each other. 
*p < .05. 
4. Discussion 
The results of this study provide moderate, significant correlational evidence that dissociation proneness in general and 
the dissociation factor of absorption might be an individual characteristic of MCWs in Maine who experience secondary 
traumatic stress and burnout. The findings emerge from the context that dissociation experiences, secondary traumatic 
stress, and burnout in this population were low, whereas compassion satisfaction was the norm. Secondary traumatic 
stress may well be a result of the individual’s own vulnerability and trauma history activated by over absorption into the 
trauma stories of others, instead of secondary traumatic stress caused primarily by exposure to another's trauma 
experience or the inevitability of burnout.  
This is a preliminary study with a small sample size and therefore includes a number of limitations.  As a correlation 
study, it can only address issues of covariation, but cannot answer questions of directionality or causation.  The 
participants self-selected and do not represent a random sample of the general population or the cohort population.  
The measures in this study use transparent statements and participants could have made assumptions that biased 
responses toward well-being or pathology. 
The study targeted MCWs who may possess unique characteristics from the general population.  These characteristics 
involve the ability to tolerate interacting with individuals in emotional distress, in emotionally charged environments, in 
environments of varying degrees of risk, as well as exposure to images of physical trauma.  However, the population 
of MCWs studied is likely to represent a subset of a first responder population and results could be relevant (i.e., 
generalize) to the first responder population.   
The results of this study warrant further research on the role of dissociation tendencies in pathological outcomes for 
mental health workers.  Interestingly, measures of mindfulness, such as the Mindful Attention Awareness Scale, 
incorporate dissociation and absorption questions similar to items on the DES II such as arriving at a destination 
without recalling the trip, poor memory of or inattention to conversations, inattention to physical sensations, and 
engaging in activates without awareness (Brown & Ryan, 2003; Carlson & Putnam, 1993). Indeed, mindfulness 
(awareness of the present moment) might be considered the opposite of dissociation and absorption (lack of awareness 
of the present moment or mindlessness).  Mindfulness is associated with a number of health and wellness outcomes, 
whereas mindlessness (or mind-wandering) is associated with distress and pathological outcomes (Brown & Ryan, 2003; 
Davidson & McEwen, 2012).   
Prior research suggests that mindfulness can increase therapist presence and client treatment outcomes (Grepmair, 
Mitterlehner, Loew, & Nickel, 2007) and therefore should be part of counseling training.  The results of this study 
suggest that mental health workers could benefit from training in mindfulness techniques to minimize dissociation and 
absorption, decrease secondary trauma symptoms (likely best identified as PTSD), and prevent burnout while increasing 
psychological well-being (Brown & Ryan, 2003; Davidson & McEwen, 2012; Hayes, 2004; Linehan, 1993). 
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